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FURTHER EXPERIENCES WITH THE X-RAY DIAGNOSIS OF
ULCERS of the stomach and duodenum, embrac-
ing FIFTY CASES; LANTERN-SLIDE DEMONSTRATION.

Drs. Henry Adler and Howard S. Ashbury,
Baltimore, presented this paper, which was read by
Dr. Adler, who said that from a study of these cases,
the following conclusions seemed to be justified:

(1) The retention of bismuth given according to our
method for a period of over four hours signifies a
pathological condition other than mere displacement.

(2) The absence of a bismuth shadow from the
stomach area examined in small isolated spots is not
due to stenosis or simple dilatation, but to ulcer.

(3) While we believe that a distinct effect has been
made in ulcer diganosis, a valuable sign has been de-
veloped, which, when present, will justify us in carrying
out our treatment with assurance in otherwise doubtful
cases; yet we feel that the x-ray examination should
not at present be looked upon as giving by itself a
final verdict*; but rather should bear weighty evidence
when taken in combination with the other clinical data.

The x-ray examination having shown a definite
ulcer-shadow before treatment is instituted, its per-sistence or absence in later radiograms after the treat-
ment should be an index of the result of such treatment.
Some work has been done on this line, but our experi-
ence is too young to report data of value.

Dr. Hemmeter, opening the discussion on the last
two papers, referred to some similar experiments that
he had done six years ago. The report of these was not
accompanied with any illustrations, because he had no
plates available at that time, the whole apparatus
now in use being a great improvement, upon that
formerly obtainable.

Dr. George E. Pfahler, Philadelphia, said that
adhesions might be detected by examining the patientin different positions, if the organs all moved decidedly,but that in some persons, especially those well-nour-
ished, the colon did not move a great deal. He did not
believe that such large masses as shown were indicative
of being retained in gastric ulcer.

Dr. Adler explained that no large masses of bismuth
representing ulcer of the stomach had been thrown uponthe screen. The large masses represented ulcer in the
duodenum, where it was impossible to get absolute
immobility.

NEURO-MUSCULAR AND SECRETORY CO-ORDINATION
BETWEEN THE STOMACH AND THE DUODENUM.

Dr. J. C. Hemmeter, Baltimore, brought out the
following points: (1) Secretion in the duodenum is not
augmented by the presence of hydrochloric acid on the
stomach side of the sphincter pylori. The hydrochloricacid or its derivatives must enter the duodenum. There
is a periodic undulatory secretion of the intestinal
juices in the fasting condition.

(2) Psychic secretion of pancreatic juice occurs in
man.

(3) Jejune or fasting peristalsis (Pawlow and Boldy-reff) occurs in the human being, probably as a means
of evacuating products of excretion. This cannot be

observed by the bismuth and x-ray method, because
the digestive tract is not empty when bismuth is given.
Observations on duodenal and ileocecal fistulas show
it, however.

(4) There is a relation between the presence of bile
and pancreatic juice in the fasting stomach to

(a) Disturbance of reciprocal intervention between
the sphincter of Vater and the gall bladder in enteropto-
sis and

(6) The normal jejune or fasting peristalsis of Paw-
low and Boldyreff.
A CONTRIBUTION TO THE KNOWLEDGE ON THE FUNCTION

OF THE DUODENUM.

Dr. D. Kast, stated that the bulbus duodeni fre-
quently shows food retention, which can be seen on the
fluoroscope, if bismuth is mixed with the food. The
food retention is often associated with altered peristalsis
of the pyloric portion of the stomach and is the ex-
planation for a variety of subjective gastric symptoms.The duodenal food-retention has a diagnostic signifi-
cance.

DUODENAL ULCER.

This paper, by Dr. Lewis Brinton, Philadelphia,
was read by Dr. Walker in the author's absence.
The main facts brought out in it were as follows:

The principal symptom of duodenal ulcer is pain.There are several remarkable features about the painof duodenal ulcer that serve to differentiate it from anyother kind of pain:
Hemorrhages, while quite frequent in small quantity,

are seldom so severe or so productive of alarming symp-
toms as in gastric ulcer.

Vomiting occurs in one fourth of the cases and shows
nothing of uncommon interest.

Tenderness over the stomach is usually pretty con-
stant in its position.

Occasionally there are signs of gastroptosis associated
with the ulcer.

Gastric analysis offers but little aid in the diagnosis.The pancreatic action is a factor in the sum total of
our diagnostic evidence in duodenal ulcer. No claim
is put forth that this test is pathognomonic but it
does afford a link in our chain of diagnosis.

Most cases of duodenal ulcer should be treated
surgically, but should the day arrive when these ulcers
shall be diagnosed in their early stages, then medical
treatment will be the rule, and surgery the exception.The diagnosis having been established, the examina-
tion of the feces at frequent intervals for occult blood
constitutes a valuable index to control the modification
of the diet and surgical treatment.

THE CAUSE AND RELIEF OF PAIN IN DUODENAL ULCER.
Dr. James Taft Pilcher, Brooklyn, stated that

as the result of a study of one hundred cases of ulcer
of the duodenum that had been diagnosed and con-
firmed by operation, and of some experimental work
on a series of dogs, he had reached the following con-
clusions :

(1) Ulcer of the duodenum reflexly excites an hyper-acidity of the gastric juice; (2) the maximum amount
of secretion of hydrochloric acid in the stomach is due
to a direct chemical action (hormones), and is at its
height from one to four hours after meals; (3) it passesinto the duodenum as hydrochloric acid, there being
no food four hours after meals for it to work upon; and
(4) it does not excite a flow of the duodenal juice directlyand is not neutralized by the small amount present.The relief of pain in duodenal ulcer follows the in-
gestion of any substance into the stomach, which
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neutralizes the acid gastric juice. This conclusion
is based upon the following facts :

(1) Food taken into the stomach excites at once a
reflex secretion in the duodenum; (2) the duodenal
secretion is alkaline in approximately the same degree
as the gastric juice is acid; and (3) this secretion is of
sufficient quantity and concentration to neutralize
the hydrochloric acid of the gastric juice.
PERFORATION IN DUODENAL ULCER WITH REPORT OF

CASES.

Dr. J. A. Lichty, Pittsburg, considered the diagnosis
of duodenal ulcer as being essential for the prompt
diagnosis of perforation. He reviewed some of the
leading points necessary to make a diagnosis of chronic
ulcer, and referred to the distinction between acute
perforation and so-called subacute and chronic per-
foration. From observations in the operating-room,
as well as in the autopsy-room, he thought that it
could be readily seen how an acute perforation not
operated upon might not necessarily be immediately
fatal. For this reason, perforating duodenal ulcer
was frequently unrecognized. He reported a case il-
lustrating this point, and also one of acute perforating
duodenal ulcer that before operation had presented the
symptoms of cholecystitis.
HYPERCHLORHYDRIA AND PYLORIC OBSTRUCTION DUE

TO CANCER DEVELOPING IN DUODENAL ULCER.

Dr. A. L. Benedict, Buffalo, stated that the lesion
had probably existed quite a while before the beginning
of the period covered by the history, six weeks. There
were no marked gastric symptoms. It was not until
sudden collapse took place that the real state of the
patient's nutrition was realized. The ischochymia was
appreciated. The absence of liquid bowel movements
was attributed to organic pyloric obstruction of some
kind, even before the momentary feeling of a tumor,
but it was obvious that the obstruction was not absolute.
Owing to the distortion of landmarks, the questions of
gastric dilatation and hepatic contraction were not
answered by the physical examination. While the
extracted stomach contents were abnormal, they were
well within the limits within which one is justified in
speaking of gastric dilatation. Owing to the restric-
tion placed on the post-mortem examiner, neither
question was positively answered at necropsy.

The question of cancer arose early, and this diagnosis
was considered highly probable at the outset; but with
the demonstration of a degree of free hydrochloric acid
this diagnosis of carcinoma, unless in its incipiency,
did not seem so probable, until the tumor was felt.
In the author's experience, every case in which food
has been retained in the stomach over twenty-four
hours has proved to be malignant, but even consider-
able degrees of ischochymia do not warrant the diagnosis
of malignancy. The location of the lesions in the duo-
denum, even the pyloric tumor being an invasion from
the duodenum, explained the inconsistent findings.
There was no history of bloody or dark passages.
Apparently the ulcer had not bled recently, but no fecal
matter was available, and the duodenum obviously
could not have been invaded through the stomach.

Dr. Robert T. Morris believed that Dr. East's
work would give an opportunity to make a diagnosis in
these cases of cobwebs in the attic of the abdomen,
which occurred most commonly from the influence of
toxins taken from the colon by the efferent vessels
of the portal system and excreted by the liver. He
considered that both hypersécrétion and hyposecretion
meant a derangement of the hormones through de-
ranged hematin secretions acting on the area of the

bowel secondarily from adhesions throwing off endothe-
lium of blood vessels, and causing proliferating endar-
teritis of terminal arteries.

Dr. Fuhs stated that if the urine of a patient sus-
pected of malignant disease be examined by adding
méthylène blue and allowing this mixture to stand in a
test-tube from twelve to twenty-four hours, the blue
would be found decolorized when malignant disease
was present, but not if it was absent. Those few other
diseases in which it is decolorized can readily be dif-
ferentiated from malignancy.

Dr. Dudley Roberts, Brooklyn, considered Dr.
Einhorn's string-test of value, but said that it might
fail when dealing with ulcer not at the pylorus or at the
lesser curvature of the stomach.

Dr. Kaufmann questioned whether it was worth
while to differentiate sharply between duodenal and
gastric ulcer, the only difference being their location.
What was desirable, too, was that an ulcer was present,
and it would be more desirable to know the pathogenesis
of these processes.

Dr. Einhorn thought it often of great importance
to find out the source of the hemorrhage.

Dr. A. G. Gerster considered the principle of making
a precise diagnosis perfectly correct, but thought that
the essential thing was to know that one is dealing with
ulcer. He endorsed the statement of Dr. Lichty that
the perforation of a duodenal or gastric ulcer does not
involve immediate danger.

Dr. C. J. Johnson had noticed marked disturbance
of vascular action in several cases that at first had no

subjective symptoms of ulcer.
Dr. Benedict was glad no one had said that every

case of hyperchlorhydria signified duodenal ulcer. He
preferred bismuth to kaolin. He thought that the
fluoroscope would give a better idea of the motions of
the stomach than the x-ray plate.

Dr. Lichty had found definite ulcération below the
papilla. He believed that a study of uremic duodenal
ulcers would give valuable information. In using the
string-test, he had found that in cases of carcinoma the
blood-stain was long, while in ulcer it was minute.

Dr. Walter B. Cannon referred to a case of reversed
peristalsis of the end of the stomach that he had re-
ported. It occurred after having given mustard,
showing that there was a relation between reversed
peristalsis and nausea.

a study of six cases of so-called larval hyper-
acidity.

Dr. Julius Friedenwald, Baltimore, said that
cases are not uncommon in which symptoms of hyper-
chlorhydria exist, and yet the gastric contents show a
diminution or a complete absence of hydrochloric acid.
This condition is explained on the basis of a gastric
hyperesthesia. In addition, there are a certain number
of cases manifesting similar symptoms, in which the
gastric contents present a normal or a lessened pro-
portion of acid; and yet in which, during the earlier
periods of digestion, a hyperchlorhydria is at hand.
Roth and Strauss first drew attention to this condition,but it was more carefully investigated by Schüler,who termed it " hyperaciditas larvata."

In the larval hyperacidity, there is an actual hyper-acidity, which is often not revealed, inasmuch as the
gastric contents are not extracted early enough, for
the secretion, which at an earlier period would present a
hyperacidity, is gradually neutralized before the end
of an hour when taking an Ewald test-breakfast.
Observations over a series of six cases have been made.
Test-meals were given, and removed at varying in-
tervals; and while the percentage of free hydrochloricacid was normal, and subnormal at the end of an hour

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at THE UNIVERSITY OF IOWA on September 15, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



after an Ewald test-breakfast, yet it was found that
there was a period in which a hyperchlorhydria was
manifested.

GASTRIC HYPERSECRETION.

Dr. Arthur F. Chace, New York, stated that the
results regarding the secretory function of the stomach
obtained by the original Ewald-Boas test-breakfast
are not so conclusive as they were originally assumed
to be, mainly on account of the closely interrelated and
overlapping effect of motility and secretion. In this
respect, the dry test-breakfast, as proposed by Boas,
eliminates certain features. The results obtained from
more than two hundred tests throw light on the extent
to which secretion is influenced by motility and suggest
that in cases of disordered motility the dry test-meal
is a mere accurate index of the secretory function of
the stomach than is the wet. The rôle of fatigue in
gastric function is important.

A NEW TEST-BREAKFAST.

Dr. Dudley Roberts, Brooklyn, considered the
Sahli test-meal and its modification by Friedman, for
the estimation of the actual residue of test-meal and
secreted gastric juice, to have inherent disadvantages
dependent upon the use of a fat-emulsion. The
writer suggests the use of lactose added to weak tea
to the strength of 10%. After the lapse of one hour,
a portion of chyme is extracted, and water in known
amount added; and a second extraction is performed.
By the Mathieu-Raymond formula, the total residue
is calculated; and by the estimation of the lactose
present, the amount of test-meal remaining is accurately
determined. The estimation of the lactose in such a
solution is simple. It would seem that the method,
because of its simplicity and accuracy, might be worth
general adoption.

Dr. Fuhs, opening the discussion on the last three
papers, asked whether any correction should be made on
account of the sugar that comes through the saliva.

Dr. Kast said that it could be demonstrated that
there were two separate secretions going on, one in-
duced by psychic stimulation and the other the gastric
juice. In about fifteen minutes after ingestion or sham-
feeding, the former, or appetite juice, would be at its
height; the secretion of gastric juice does not begin
until the food reaches the stomach, its curve rising for
a while and then gradually going down, and usually
disappearing before the end of an hour. Increased
stimulation of gastric secretion due to psychic stimula-
tion is usually found in the beginning rather than at the
end of digestion.

Dr. "Benedict stated that the secretions normally
came up with varying rates into the stomach, and also
varied according to the diet and the closeness with
which the test-meal represented the ordinary food of the
patient. He wished the members to discuss the
hypothesis that in cancer there is such activity in the
stomach that all the hydrochloric acid is used up, as

opposed to the older view that none is produced.
Dr. F. W. White, Boston, wished to know whether

in the cases in which the acid came earlier, the pain was
also earlier.

Dr. Friedenwald stated that within an hour the pain
had appeared, and that in an hour and a half it had
vanished.

Dr. Chace had found that both the dry and the
wet breakfast showed the automatic regulation that
goes on between motility and secretion, in bringing
the end results to the same point. He had purposely
avoided the use of carbohydrates, because of the

rapidity with which they passed to the small in-
testines.

Dr. Roberts replied to Dr. Fuhs by saying that the
objection constituted by the food coming through the
saliva had occurred to him. He hoped to be able to
answer the question by the next meeting. He con-
sidered his test-meal of considerable value on account
of its simplicity, the ease with which one could estimate
the sugar, the pleasantness of the meal to the patients
and the fact that it would give an actual knowledge of
the muscular power of the stomach.

Dr. Meltzer stated that experiments on animals
.by v. Mering and his pupils had shown that sugar is
absorbed from the stomach.

Dr. Cannon said these observations had shown
that the absorption had occurred only when sugar was
present in rather high excess, and he thought that it
would be a question as to the percentage in which
sugar was present in the meal of Dr. Roberts.

Dr. Roberts agreed with Dr. Cannon, and stated
that if he could establish a constant error in regard to
the sugar, it would be just as satisfactory as if there
were no error.

A NEW SIGMOIDOSCOPE.

Dr. Dudley Roberts thought that sigmoidoscopy
should be an important work of the gastro-enterologist.
He had made it a routine part of the examination in
cases of disturbed function of the bowel and others in
which it is indicated. In this instrument, the obturator
is much more olive-shaped than in the other forms of
sigmoidoscope and proctoscope. It is a foolish idea
that obturators must be made rounded, because it is
dangerous to shove anything with a sharp point into
the bowel, for the instrument is not introduced any
further than the anus. There is in this sigmoidoscope
a side tube, carrying a small light, the light-holder
being standard in all instruments. The rays are passed
down, and, by reflection, become parallel. At the
proximal end of the instrument, there is a window,
which is screwed on. The glass is the full size of the
lumen of the tube. Therefore, there is no obstruction
whatever to the view. There is another small tube
for connection with the rubber dilating bulb. It is
surprising what a bright light one can get with this
instrument, and it apparently works as well in a small
caliber tube as in one of larger caliber. The light is
thrown two or three inches from the end of the tube,
which is as far as the curve in the bowel will allow one
to see. The instruments are made in four sizes.

Dr. Benedict thought Dr. Roberts had done well
to get rid of the sidewise projection, which interfered
with the rotary movements of the sigmoidoscope. The
light also reflected well. Dr. Benedict had found it
advantageous to be able to get the light adjusted right
down to the point he wished to examine. He did not
see any reason to inflate the intestines, except for the
purpose of inserting the tube.

Dr. Fuhs considered this instrument superior to
any that he had seen in simplicity and in answering
the purpose for which it was designed.

Dr. Thomas Charles Martin, Washington, D. C,
did not believe that he had seen the sigmoid flexure
in more than 5% of the cases that he had examined,
owing to the fact that when the sigmoid inflates, it
often approaches a point nearer the anus than is the
upper end of the rectum.

Dr. Roberts explained that the inflating bulb was
not used so much to inflate as to puff folds of mucous
membrane out of the way. He thought that Dr. Martin
was rather conservative in his estimation of the number
of times that he had been able to get into the sigmoid.
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FURTHER EXPERIENCE WITH THE BENZIDIN TEST FOR
OCCULT BLOOD IN DISEASES OF THE DIGESTIVE

ORGANS.

Dr. F. W. White, Boston, gave a review of the
literature of the subject, and referred to the results
with the Schlcsinger and Hoist modifications of the
benzidin test in several hundred recent cases. He
described the technic of the test, and stated that he
did not consider it over-delicate, a large number of
negative results having been obtained. In feces,
positive results were obtained only with ulcerative
lesions of the gastro-intestinal tract and hepatic cir-
rhosis. The benzidin test has many advantages over
the guaiac test. The author also made a brief com-

parison between the benzidin test and the phenol-
phthalein test for occult blood.

Dr. Albert Bernheim, Philadelphia, stated that
within the last few weeks he had tried a new test with
fluorescin which acted in the same way as phenol-
phthalein and was more delicate than the latter in some
cases.

Dr. Roberts had come to the conclusion that
positive findings were of great value in the benzidin
test, but that negative findings indicated comparatively
little. Several times he had been much confused be-
cause patients had taken hemoglobin preparations, and
he had had to guard against this source of error with
great care.

Dr. Fuhs stated that in testing for blood in the
stomach contents, he always tested the saliva also for
blood. Benzidin added to stomach contents, he
further stated, seemed to have the property of liquefy-
ing mucus.

Dr. Benedict had found several cases in which the
occult blood in the feces came from a spot but ten
inches above the anus.

Dr. White thought that both the positive and the
negative findings had a good deal of value. If in
patients with suspicious symptoms he found no occult
blood after they had had time to develop cancer, he
considered this good evidence against the existence of
malignant disease. He considered positive results
in the feces of much more value than the same results
in the stomach contents.
lymphocytosis in certain gastro-intestinal cases.

Dr. John P. Sawyer, Cleveland, Ohio, said that in
practically all his cases, for several years, a differential
count had been made under his own control; and in the
course of these observations he had often found the
differential count of clinical advantage. He did not
refer in this clinical study to established departures from
normal counts, as found in the known so-called blood
diseases; he wished to speak more especially of the
considerable variations from the usually accepted
average differential counts in adults; for in children
we have the known mononuclear lymphocyte counts
in high proportion. The average lymphocyte count
is about 30%. A slight variation from this is not of
considerable moment, but when the lymphocyte count
rises tö 40 or 50%, this is probably indicative of a
considerable departure from the usual blood formation.
The lymphocytes are the product of the lymph tissues,
discharged into the blood. Therefore, from a study of
cases of high lymphocytosis, it is possible to gather
information regarding possible stimulation of lym-
phatic tissue. These large lymphocyte counts are found
without leucocytosis in a considerable number of
diseases; among them, cases of gastro-intestinal
disease. It occurs in cases in which gastro-intestinal
catarrh is not discoverable by examination of the test-
meal or of the stool, and in which the history shows no

-

record of the existence of such catarrh recently. The
condition of the gastric secretion seems to have no
determining influence upon this lymphocytosis. It
is usually found in persons whose resistance is low.
In such cases it is possible, by treatment of the patient,
to bring about a very prompt and decisive change in this
lymphocytosis. This treatment consists in the ad-
ministration of iodide of iron for a few weeks and the
exhibition of arsenic. This treatment brings about a
prompt reduction in the lymphocyte count, and the
patients gain rapidly in weight and strength.

Dr. Meltzer had come to the conclusion that there
was a difference in the ferment between the leucocytes
and the lymphocytes, on acting in alkaline, and the
other in acid media; and he thought that there mightbe a definite relation between certain conditions of
acidity and lymphocytosis.

Dr. Sawyer said that he would be glad if Dr. Äleltzer
could work out any connection between the two.

IS pellagra a disease primarily of the alimentary
tract?

Dr. J. C. Johnson, Atlanta, considered pellagra to
be a disease distinct from all others, and stated that it
is not acute in the sense that idiopathic fevers are.
Its duration is strangely variable. Necessary to its
development are certain positive conditions of the
organism; chiefly a disturbance of inorganic balance.
These conditions are emphasized with the progress of
the disease. It often exists long before it is recognized
or suspected. Gastro-intestinal symptoms are usuallythe first to appear, and are in proportion to the gravity
of the attack. There is an absence of hydrochloricacid in advanced cases; and in many, a lack of ferments.
The cases were treated successfully with chloride of
potassium, tincture of iron and essence of pepsin.

Dr. Meltzer thought that the fact that the serious
cases of pellagra had no hydrochloric acid and that the
cases that had hydrochloric acid had no serious symp-
toms indicated that the cause of the disease was of a
kind that had to pass the stomach. If hydrochloricacid was present in sufficient strength there, the disease
would not develop.

Dr. Benedict expressed the opinion that there was
absolutely nothing specific or in the nature of an entityabout pellagra. He considered cases of it nothing but
ordinary senility, insanity, skin-eruptions of various
and all sorts of toxemias.

Dr. Johnson replied that if Dr. Benedict had ever
seen a case of pellagra, he would have no doubt of its
being a distinct disease. In Dr. Johnson's cases, the
usual remedies were not employed at all. He merely
gave potassium chloride, tincture of iron and essence of
pepsin, and all the symptoms were usually relieved in
a week s time.

Dr. Meltzer said that such a statement as Dr.
Benedict's should not be made in an offhand way. For
instance, four years ago, no one would have considered
poliomyelitis a disease entity.
DEMONSTRATION OF A CASE OF VOLUNTARY AND IN-

TENTIONAL REGURGITATION.

Dr. Albert Bernheim, Philadelphia, stated that
the patient, a young physician, can regurgitate food
voluntarily and intentionally, whenever he desires to
relieve symptoms of gastric distress. He usually takes
a glass of water, to liquefy the contents of his stomach,
so that they may come up easily; and also takes some
bicarbonate of soda, so that the acidity of the regurgi-tated material may not injure the mucous membrane
of the throat and mouth. He then bends over, so that
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the abdominal muscles compress the stomach. The
esophageal opening of the stomach then dilates, and
the food comes out.

Dr. Meltzer said that he could hear what he called
the second deglutition sound, which occurred immedi-
ately after the beginning of swallowing, indicating that
the cardia was patent. He considered this the reason

why the patient could relieve himself so readily of the
contents of the stomach.

Dr. A. Owaroff, Philadelphia (the patient), said
that if the cardia were always open, he would get some
fluid in his mouth when he bent down, but that it was

only when he wished it to do so that the fluid came up
into his mouth.

Dr. Meltzer explained that a patent cardia did not
mean one that was always entirely open. It had a
moderate degree of closure, which was overcome by a

very slight stimulus, such as that afforded either by the
beginning of deglutition or by the pressure with the
abdominal muscles. He was not inclined to believe
the opening of the cardia voluntary.

Dr. L. M. Gompertz had a patient who was able to
regurgitate his food. On one occasion, this patient
had had an attack of complete reversed peristalsis,
vomiting turpentine five minutes after it had been
given by enema. He recovered from this attack with-
out treatment.

constipation with diarrhea.
Dr. Albert Bernheim, Philadelphia, said that

some varieties of constipation are found in cases of
gout after operation (adhesions, kinks, spasms); some
are found in tuberculosis; and others manifest them-
selves, not as constipation in the usual conception of that
condition, but apparently as cases of diarrhea. There
are symptoms of auto-intoxication (vasomotor ataxia)
and nervous conditions; also symptoms simulating
appendicitis. Tests should be made for peristalsis
and fecal matter. The treatment is medicinal, physi-
cal, hygienic and dietetic.

Dr. Fuhs, in connection with the difficulty in dif-
ferentiating between appendicitis and stagnation and
impaction of fecal matter in the cecum, mentioned the
fact that there is a point of marked tenderness at the
second intercostal space in the latter condition, on a
line drawn from the middle of the clavicle downward

MITRAL MURMURS IN GALLSTONE DISEASE.
Dr. David Riesman, Philadelphia, stated that in a

number of cases of gallstone disease he had heard a
mitral systolic murmur during and shortly after an
attack of colic. He had found these murmurs per-
plexing when the advisability of operative treatment
was to be weighed. In all the cases seen by him, the
murmur had not existed prior to the attack of colic.
It was not due to endocarditis, for it disappeared soon
after the attack. It was not due to anemia; and it
was not due to jaundice, because it could be heard in
cases that did not have icterus. It probably depended
on temporary dilatation of the heart. Dr. Riesman
believed that the chronic disease of the biliary tract,
with its accompanying infection, had caused a myo-
cardial degeneration, somewhat akin to that found in
connection with fibroid tumors of the uterus. The
degeneration predisposed the heart to dilatation when,
during the attack of colic, the blood-pressure rose.
The murmur was loud and unmistakable. The heart
was enlarged, but not to any great degree. Dr. Ries-
man did not consider the presence of the murmur anycontra-indication to surgical intervention. Indeed,
if the pathogenesis was as stated, it would constitute a

point in favor of operation. Care should, however,
be taken in giving the anesthetic.

Dr. Meltzer drew attention to the fact that some-
times, a murmur would exist in association with pain so

excruciating as to lead one to believe it due to some
trouble with the gall bladder, while it was really a
symptom of angina pectoris. He had no doubt,
however, that in Dr. Riesman's cases there were definite
evidences of the existence of gallstones.

Dr. Fuhs had seen two cases of distinct biliary colic
with asthmatic attacks in patients who had never had
any asthmatic attacks before the attack of chole-
lithiasis, and never had one after it. There was no
functional or organic disturbance of the circulatory
system either before or after the attack of gallstones.

Dr. Riesman agreed with Dr. Meltzer that angina
pectoris might manifest itself with pain in the epigas-
trium or upper abdomen, but stated that he had been
speaking of genuine cases of gallstone disease.

Dr. Walter B. Cannon was re-elected president of the
Association, and Dr. F. W. White, of Boston, was
elected secretary-treasurer.

- -

Book Reviews

Biology, General and Medical. By Joseph Mc-
Farland, M.D., Professor of Pathology and
Bacteriology, Medico-Chirurgical College of
Philadelphia. With 160 illustrations. Phila-
delphia and London: W. B. Saunders Company.
1910.
In preparing this book, McFarland has had in

mind the general reader rather than the special
student. To this end he has discussed biological
problems in such a way as to be intelligible to
readers who have relatively small acquaintance
with the natural sciences. Finality is not at-
tempted, but rather a personal expression of
opinion. Particular stress is laid upon the
questions of blood-relationship, infection, im-
munity, parasitism, inheritance, mutilation, re-

generation, grafting and senescence, — all matters
in which the laity has a wide and abiding interest.
The probable value of the book to those con-

templating the study of medicine justifies the
sub-title, " Medical Biology." The text is enter-
tainingly written and fully illustrated, largely
by drawings. Although by no means an authori-
tative treatise on biology, to which, in fact, it
makes no pretense, the book presents many sub-
jects in such a way as to incite to further study
and to popularize a fundamental branch of
science.

Pulmonary Tuberculosis and its Complications.
By Sherman G. Bonney, A.M., M.D., Pro-
fessor of Medicine, Denver and Gross College
of Medicine, Medical Department of the Uni-
versity of Denver. Second edition, thoroughly
revised, with 243 original illustrations, including
31 in colors and 73 x-ray photographs. Phila-
delphia and London: W. B. Saunders Com-
pany. 1910.
This work on tuberculosis has been well re-

ceived, as is indicated by the fact that it was re-

printed in 1909 and revised and entirely reset
in 1910. The first edition was reviewed at length
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